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INTRODUCTION
Across the world, pain is under-treated in emergency departments (EDs) . In this article, we begin by summarising the literature that testifies to this problem and then outline the reasons why this problem is so important. We then canvass some of the main hypotheses that have been advanced in explanation of the problem, including the outdated notion that preserving pain assists diagnostically. We then outline two new hypotheses that we go 3 on to elaborate in full and whose plausibility we argue for: pain's undertreatment in the ED partly owes to (1) an epistemic preference for signs over symptoms on the part of some practitioners, and (2) some ED practices that themselves worsen pain by increasing patients' anxiety and fear. We conclude by explaining how basing pain assessment on signs rather than symptoms presents several disadvantages, and may do little to help the practitioner circumvent any intentional misrepresentation on the part of the patient. We also touch on some potential solutions for ED practice when it comes to the problem of increasing patients' anxiety and fear. For simplicity, we focus on pain that is severe, acute and not post-operative, cancer-related or chronic.
THE PROBLEM
Over the last 25 years, a substantial body of scientific literature has arisen testifying to the under-treatment of pain in the ED. In 1989, Wilson and Pendleton coined the term 'oligoanalgesia' to characterise the problem of analgesia being apparently 'forgotten'; they found that 56% of studied patients received no analgesic medication in the ED despite having been admitted 'with a variety of acutely painful medical and surgical conditions'.
1 While ED clinicians have expressed doubts about the 1 Oligoanalgesia in the Emergency Department. Am J Emerg Med 1989; 7: 620-623: 620. 4 persistence and pervasiveness of the problem, 2 which 'is often not felt to be present 'in my ED '', 3 systematic failures to adequately treat pain in EDs continue to be observed and studied across countries and sub-populations. 4 In 2007, the first prospective, multi-centre study confirmed earlier observations, finding that pain in the ED continues to be poorly treated. Our population reported high levels of pain intensity, both on ED arrival and at discharge, with relatively small changes in pain intensity scores during the ED stay. 11 but also with the understanding that pain is not merely symptomatic of, and of secondary importance next to, some more objective medical condition.
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Despite the fact that a range of hypotheses have been advanced for why pain is under-treated in the ED, Johnson has argued that disappointing results from interventions designed to improve ED pain management suggest that 'the reasons and root causes … are still not well understood '. 36 There are at least two further possible reasons why pain is under-treated in the ED. These two reasons may underlie others, particularly helping to explain why ED practitioners systematically under-estimate patients' pain levels. The two reasons are worthy of investigation in their own right, but they may also help to explain why other reasons have yet to be acted on in ways that substantially improve pain management in the ED.
First, an epistemic preference for signs over symptoms on the part of some practitioners may result in delays in the use of pain medication, in the systematic under-estimation of patients' pain, and in patient perceptions of distrust on the part of their practitioners. Even then, the practitioner may only be willing to adjust their pain assessment up, in recognition of some patients' stoicism, and not down, refusing to act on a suspicion of drug seeking for fear of denying pain medication to someone in pain. Moreover, the practitioner may be highly selective in the signs and other pieces of information that they allow to inform their pain assessment. For instance, a practitioner may disregard facial expressions if these could issue from nausea more than pain. The approach outlined in this paragraph seems more in line with clinical guidelines than the approach outlined in the previous paragraph.
At least three adverse consequences result from ED practitioners not basing their acute pain assessments on the patient's report out of an epistemic preference for signs over symptoms. Finally, openly conducting pain assessments that focus on observable features rather than the patient's report can result in the patient perceiving distrust on the part of the practitioner. The patient can reason that, in not having their pain report accepted at face value, they are distrusted by the practitioner. This perception may be correct, for the practitioner may distrust the patient, for instance, suspecting drug seeking. Alternatively, the patient's perception may be incorrect, for the practitioner may be enacting an epistemic preference for signs over symptoms that is devoid of any suspicion of patient dishonesty (intentional misrepresentation). Instead, the epistemic preference may rest on a concern to circumvent any unintentional misrepresentation in the patient's report of pain. Whether correct or incorrect, the patient's perception of practitioner distrust is problematic in view of its consequences: it can induce or increase patient anxiety and fear, which in turn can worsen the patient's pain. This leads onto the second reason why pain may continue to be under-treated in the ED.
ED practices themselves worsen pain by increasing patients' anxiety and fear
A second reason for why pain may continue to be undertreated in the ED lies in the possibility that ED practices are themselves worsening patients' pain. Current pain science suggests that anxiety and fear can worsen pain, 43 and some ED practices may themselves be worsening pain by increasing patients' anxiety and fear. We hypothesise that at least four ED practices may be doing this.
First, ongoing pain can itself be cause for anxiety and fear. In this respect, under-treating pain can initiate a vicious cycle, in which pain escalates. This is one argument against delaying pain medication, for instance, and we explained above how delays follow from a practitioner not basing their 
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long a procedure will take, how long an absence will be or what will happen to them next. The patient can therefore experience the ED as a journey to a foreign land-disorienting, confusing and alienating.
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The withholding of such orienting information, be it intentional or unintentional, will often increase patient anxiety and fear. Take the example of an ED patient who receives no effective pain medication because of the potential for harmful side effects, but is not told this reason. Ongoing pain can itself be cause for anxiety and fear, but especially so in the absence of information as to why the pain is not being treated. For instance, the absence of such orienting information can lead the patient to question how much the practitioner does and can care about them, and how far the practitioner would and can go for them. In this way, the unexplained undertreatment of pain can itself worsen pain by increasing patients' anxiety and fear, again initiating a vicious cycle.
Finally, ED practitioners objectify the patient in a particular way, and this can be cause for patient anxiety and fear. Foucault characterised modern medicine in terms of 'the medical gaze', which objectifies the patient in terms of a complex array of parts and mechanisms. These features may be attributed partly to pressures specific to the ED, but also to the broader character of modern medicine, as studied by Foucault. 
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There is rarely any justification for withholding orienting information from the patient. Such explanations as may be offered tend to focus on time and staffing shortages, and these are matters which require remedial action at a hospital or government level. By contrast, ED practitioners are commonly justified in partially objectifying the patient to better problem-solve along lines pre-established by modern medical science. Indeed, this practice seems endemic to the whole of modern medicine. However, in principle, the adverse effects of this practice, being a potential source of patient anxiety and fear, can be ameliorated. For instance, a practitioner can take care to knowingly and openly oscillate between contrasting modes of human engagement, one 'caring', the other more narrowly 'curative'.
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Alternatively, a practitioner can seek to exhibit the first mode of engagement while conforming to the second in their underlying thought processes, though questions clearly follow as to how successfully they will be able to do this and whether they ethically ought to wear such a mask.
We hope to at least provide ED practitioners, in particular, with argumentation that can enhance their reflective understanding of their practice and therein their capacity to share this understanding with their patients. If our argumentation is sound, then sharing such orienting information may help to remove at least one potential cause of pain's undertreatment in the ED.
